Mr H P was aged 50 when he presented in 1965 with an 'ischio-rectal abscess'. The history started in 1946 when he was serving in the Middle East and had several attacks of dysentery which were fully investigated and treated at the time. He was reasonably well at the time of demobilization and did not receive any disability pension.
Perianal Skin Gangrene due to Amoebic Infection in a Diabetic Peter H Lord Mchir FRcs and Panos Sakellariadis MD (Amersham General Hospital)
Mr H P was aged 50 when he presented in 1965 with an 'ischio-rectal abscess'. The history started in 1946 when he was serving in the Middle East and had several attacks of dysentery which were fully investigated and treated at the time. He was reasonably well at the time of demobilization and did not receive any disability pension.
In 1950 he presented elsewhere with loose frequent stools, and ulcerative colitis was diagnosed. In 1952 he was found to be diabetic, and insulin treatment was started which was required for the rest of his life.
In 1963 his bowel condition was reviewed and it was noted (Mr Kenneth Taylor) that the findings on sigmoidoscopy were not entirely typical of ulcerative colitis, but a barium enema showed changes consistent with this diagnosis and careful examination of the stool for parasites was negative. He was treated with sulphasalazine and steroid retention enemas, and improved. He remained generally well for the following two years, with the diagnosis of ulcerative colitis apparently well established, his quite severe diabetes being reasonably well controlled with insulin.
In 1965 the ischio-rectal abscess was opened as an emergency without particular anxiety except that there was no pus. The note reads: 'To the right side of the anus was an indurated bleeding area not very fluctuant. This has been developing over the past three weeks'. The incision made no difference to the progress of the condition which was thought to be peri-anal sepsis associated with ulcerative colitis and slow to heal.
The patient was anxious to be moved nearer to his home and business and was transferred to the local cottage hospital for inpatient care and local dressings. Three weeks later he returned to the main hospital with the history that the local lesion was not improving, he was in more pain and this time the infected area had developed a black edge. Many attempts were made to isolate an organism. These were not fruitful, but as he was deteriorating it was felt that antibiotic treatment should be given. This was given but without improvement. The sepsis appeared to be spreading from the rectum and a defunctioning ileostomy was carried out. Repeated attempts were made to elicit the etiology of the lesion and a diagnosis was made of pyoderma granulosum. Pus and debris were sent for culture and a biopsy of the edge of the spreading area of skin gangrene was sent for section. By this time there was complete gangrene of the skin surrounding the anus and spreading out into the buttocks over an area measuring 6 in (15.3 cm) across (Fig 1) . The patient's condition was deteriorating and it was very difficult to control his diabetes.
Biopsy of spreading edge of ulcer (the late Dr H J Harris): 'Section ( Fig 2) shows loss of squamous epithelium with replacement by completely necrotic areas of tissue showing a relatively small amount of cellular infiltration. A few lymphocytes and polymorphonuclear leukocytes were arranged around the outer limits of the lesion. The mass of tissue, however, is necrotic with a suggestion of liquefaction in places with a few trabeculte of residual-looking fibrous tissue in places. Scattered about along the edges of this area there are a few groups of regular round cells each of which seems to be surrounded by its own little clear area. Under the high power these are seen to have a single nucleus, a number of small vacuoles giving them a foamy appearance, and just a few seem to have recognizable red cells in the cytoplasm. Some of these cells appear to be up to about 20,um in size, others are smaller. Despite the unusual situation, the type of granulation reaction and the high Emetine treatment was immediately instituted and the process was dramatically arrested. The gangrenous skin eventually sloughed and considerable plastic surgery (Mr B N Bailey, Stoke Mandeville Hospital) was carried out to establish skin cover.
This case is of interest because of the long interval between the original infection and this complication, i.e. twenty years, and because on several occasions in the meantime ameeba were looked for and not found. This peri-anal condition is very rare and perhaps related to the existing diabetes mellitus. The patient died of a coronary thrombosis seven years later without recurrence of his amoebic infection. Dr here he had an enormous ulcerating cavity in the anal region, the anal canal and muscles being completely eroded with extensive necrosis of the skin of the buttocks, perineum and lower back. The case has been fully described by Gabriel (1939 Gabriel ( , 1945 .' Recurrent Carcinoma of Rectum Treated by Second Conservative Local Excision Simon G Darke Ms FRcs' (for Max Pemberton FRCS) (Chase Farm Hospital, Enfield, Middlesex) Mr 0 D, aged 69, in 1966 had local excision of a villous tumour of the rectum. One area was found to have undergone malignant change with invasion of the muscularis mucosa. 1971: Small area of recurrence treated by a second local excision.
Comment
Firstly, this case raises the controversy surrounding the choice of approach for local excision of rectal tumours. Here the sacral approach was
